The objectives of this study are to compare the two definitions of female sexual dysfunction, namely dysfunction per se (A category) and personal distress caused by dysfunction (B category), and to gauge their associations with some sociodemographic aspects and level of sexual well-being. The subjects were a nationally representative sample of sexually active Swedish women (n: 1056) aged 18-65 y, who participated in a combined structured interview/questionnaire investigation. The functions analysed were: self-reported sexual desire, interest, lubrication, orgasm, genital pain and vaginism, which were subclassified for the A and B categories into no, mild (sporadically occurring) and manifest dysfunction. Sexual well-being was reported along a six-grade scale ranging from very satisfied to very dissatisfied. The sociodemographic items registered were: education, occupation, financial situation, social group, immigrant status, location of domicile and church-going. Aggregated mild and manifest dysfunction per se of sexual interest, orgasm and vaginal lubrication were reported by about 60-90%. More than one-third had dyspareunia, but few reported vaginism. Mild dysfunctions were clearly more common than manifest dysfunctions. Not fully 45% of those with manifest low interest and orgasm perceived these dysfunctions as manifestly distressing, while in 60-70% lubricational insufficiency of dyspareunia led to manifest distress. Age and the included sociodemographic variables had marginal or no influence on sexual functions. A four-factor sexual function pattern was identified, closely linking A and B categories in a pairwise manner. Three factors, labelled sexual desire, orgasm and genital function were powerful classifiers (discriminant analysis) of level of sexual well-being. Hence, it is a matter of taste whether to use the A or the B category. Together, they can explain the gross level of satisfaction with sexual life to an adequate extent.
Introduction
There is a lively discussion on the categorization of female sexual dysfunctions, their aetiologies and their potential impact on sexual well-being (see, for example, Basson et al ). In a literature survey of the prevalence of sexual dysfunctions, Simons and Carey 5 concluded that a lack of standard criteria for sexual dysfunctions negatively affects the comparisons between different studies, and pointed out that large-scale epidemiological investigations are relatively scarce and for the most part omit emotional sequelae. Basson 6 has stated that the acceptance of personal distress as an identifier of sexual dysfunction is a diagnostic challenge. She emphasized the need of clarity on the definitions of female sexual dysfunctions, identifying the correlates of measurement to women's subjective experience, including sexual satisfaction. We have previously reported that when a particular sexual dysfunction occurring at least rather often leads to perceived personal distress, it is accompanied for the vast majority of women by a low level of sexual satisfaction. 7 Bancroft 8 recently discussed the perils of medicalizing women's sexual dysfunctions, and pointed to the inhibition of sexual responses as potentially adaptive in women who are intra-or interpersonally maladapted. Thus, the sexual dysfunction per se may be an (adequate) defence. This may, further, be illustrated by the finding that women who in their lifetime have been victims of sexual abuse more often have sexual dysfunctions, particularly orgasmic dysfunction, than nonvictimized women. 9 Also, Hartman et al 10 suggested that women's sexual dysfunctions could be conceptualized as a global inhibition of sexual response due to intrapersonal factors.
These discourses all serve to emphasize a caveat against the medicalization of female sexual dysfunctions, which 'offers a vocabulary of biological innocence' 11 and may lead to stigmatization of women with sexual dysfunction, as also gender equality on the sociocultural basis must be addressed in the context of sexual behaviour. However, in much of the ongoing discussion on the aetiological contributors to FSD, sociodemographic factors have attracted limited attention. Factors such as education, financial situation and social group belonging may have been underestimated.
In previous publications from this sample, investigated in 1996, we addressed the prevalence of manifest (but not mild) sexual dysfunctions in women and men aged 18-74 y, and related these to age, partnership status and perceived health. 7 We 12 have, moreover, reported that within and across genders sexual dysfunctions concur to significant degrees. For the women, manifest dysfunctions of sexual interest, orgasm and dyspareunia, together with perceptions of partner's ejaculatory and erectile dysfunctions, were significant predictors (Odds ratios: 2.2-5.0) of sexual satisfaction. Also, manifest personal distress caused by manifest dysfunctions of interest, lubrication, orgasm and by partner's early ejaculation were significant predictors (odds ratios: 3.0-5.6) of sexual satisfaction. Although we are aware of the shortcomings of epidemiological investigations using a few variables, the main new objectives of this report were on an epidemiological basis: (1) to compare the prevalence of female sexual dysfunctions per se (A category) with dysfunctional personal distress (B category); 13 both quantified using the trichotomy: no, mild and manifest dysfunction; (2) to deduct whether sexual dysfunctions form an interpretable factor pattern; (3) to relate the two categories to the level of sexual well-being and (4) to analyse to which extent, in Sweden, sociodemographic variables are associated with sexual functions/dysfunctions and with sexual well-being.
Methods
Data for this report were obtained from a nationally representative epidemiological investigation of Swedish sexual life in 1996. The investigation was performed as a strictly structured face-to-face interview combined with filling in questionnaires/checklists. Interviewers had been specially trained for the task. The investigation was initiated and financed by the Swedish National Institute of Public Health, and conducted by Lewin in co-operation with four other researchers. For a very detailed description of the sample, its epidemiological validity, the methods and the approximately 800 variables included, see Lewin. 14 Subjects were those 1056 of a total of 1233 women aged 18-65 y, who reported that they had been sexually active during the preceding 12 months. Further inclusion criteria were: the ability to communicate in the Swedish language, living in Sweden at the time of the investigation and being mentally and physically capable of participating.
Their distribution upon age cohorts was: 18-24 (n: 181), 25-34 (n: 295), 35-49 (n: 362) and 50-65 y (n: 218). Sociologically, these cohorts characterize different periods in life: 'couple formers', 'parents with small children', 'parents with schoolchildren, the second family' and 'middle-aged people free of children', respectively.
In all, 19% (n: 195) reported that they did not menstruate. Of these, the vast majority (95 percent) were older than 50 y. The few nonmenstruating women (n: 19) younger than that age were pregnant or breastfeeding or reported chronic disease. As expected, menstruating/not menstruating was closely age-related (Po0.000).
Procedure
A letter of invitation stating the general aims of the Sex in Sweden study was mailed to the subjects of the target sample. This was followed by an informative telephone call by an interviewer. Nearly all interviews were held at the domicile of the subjects who agreed to participate. All information obtained concerning sexuality, behaviour and well-being was self-reported in questionnaires and checklists, which were returned to the interviewer in sealed envelopes. Data on sociodemographic factors were obtained in the structured face-to-face interview.
The investigation was approved by the Ethics Committee of the Swedish Council for Research in the Humanities and Social Sciences, 1995.
Sociodemography
The variables included here and the distributions of the sample are shown in Table 1 . Being able, if necessary, to raise 1500 Euros within a week characterizes a good financial situation. Using Lewin's classification, 14 social group I constitutes university graduates and business executives; social group II constitutes clerical employees, foremen, salesmen and shop assistants, and social group III mainly manual workers. Women who reported that they had taken part in a religious service during the past 30 days were classified as church-goers.
Categorization of women's sexual dysfunctions K Öberg et al
The women reported their frequency of sexual activity by answering the question: When was the last time you had sexual intercourse? This question did not explicitly address vaginal penetration. The answers were: 1-7 days (68%), 1-2 weeks ago (11%), 3-4 weeks ago (7%), 1-3 months (7%) and 4-12 months ago (7%). Thus, a great majority had sexual intercourse during the 2 weeks immediately prior to the interview.
Sexual function/dysfunction and distress
Female sexual dysfunction was defined here idiosyncratically, that is, a woman reported a particular dysfunction per se according to her perception of the extent to which it had occurred during the last 12 months. For each dysfunction, the level of personal distress associated with it was subsequently reported. These categorizations are in reasonable consensus with the DSM IV A and B categories, 13 respectively. The functions/dysfunctions addressed here (also see the appendix) were: sexual interest, lubrication, orgasm, dyspareunia and vaginism. A dysfunction reported to occur quite often, nearly all the time and all the time was judged to denote manifest dysfunction (A category) or manifest concomitant personal distress (B category). Answers hardly ever and quite rarely were judged as indicating a mild sexual dysfunction or mild personal distress. An answer of never obviously characterized no sexual dysfunction or distress.
Thus, it was possible to classify the occurrence of sexual dysfunctions and concomitant distress as either manifest (MaD) or mild (MiD). The women were further asked how often they experienced sexual desire (only A category). Answering alternatives for this item were along a 4-graded scale: often, occasionally, rarely and never-the two latter alternatives were regarded as a not further subclassified (manifest) desire dysfunction.
Sexual well-being
The level of sexual well-being was established by one statement on sexual satisfaction taken from the well-validated LiSat-11 checklist: 15 How satisfying is your sexual life? The answering alternatives were: very satisfied, satisfied, rather satisfied, rather dissatisfied, dissatisfied, very dissatisfied. This scale can validly be dichotomized into a gross level of sexual well-being: very satisfied/satisfied (denoting a high level) vs rather satisfied/rather dissatisfied/dissatisfied/very dissatisfied (denoting a low level).
Statistics
For computations of differences between groups, cross-tabulations with w 2 or Mann-Whitney ranking analysis were used. In order to identify whether an interpretable pattern of items existed, factor analysis (Varimax rotation, eigenvalue Z1.0) was performed. The cutoff limit for an item to be regarded as a significant contributor to a factor was a rotated loading of at least 0.50. Discriminant analysis was used to obtain an impression of the extent to which the factors that had emerged from the factor analysis could classify the gross level of sexual well-being. Standardized discriminant coefficients o0.20 were regarded as negligible. SPSS TM version 10.0 was used for all analysis. To minimize the number of false significances, the level of significance was set at Po0.01. All women completed the interview session, the internal dropout in answers to the sexual items was between 0 and 5%. In fact, 92% responded to all items.
Results
Low sexual desire, an A-category variable, was reported by 8% of the women, ranging from a low of 6-7% (among the 18-24 and 35-49-y old) to a high of 10% (among those aged 25-34 and 50-65 y). Table 2 shows that MiDs were considerably more common than MaDs for both categories. For the A 
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Categorization of women's sexual dysfunctions K Öberg et al category, the aggregated MaD and MiD prevalence showed highs of 80-90% in low sexual interest and orgasm with a low of 6% for vaginism. The prevalence of dysfunctional distress was generally clearly lower, with exceptions of manifest dyspareunia and vaginism. The ratio of Total distressing dysfunction/Total dysfunction per se was generally 0.6-0.7, with a higher ratio (0.8) for vaginismus. Figure 1 shows that only minor variations from this pattern occurred in the different age cohorts. However, the oldest cohort had a higher prevalence of luricative MaD than any of the younger groups (Po0.01-0.000).
A-category MaD in sexual interest and orgasm was for 40-45% (Figure 2 ), accompanied by manifest or mild distress, while approximately 15% reported no distress. Clearly, greater proportions (61 and 72%, respectively) of those with A-category manifest lubrication dysfunction and dyspareunia reported manifest distress.
Another pattern emerged for those with A-category MiD, among whom, with some exception for dyspareunia, a generally similar prevalence of mild and no dysfunctional distress was reported. Only very few (1-2%) of the MiD women reported manifest distress.
The Mann-Whitney analysis showed that, across all types of functions and for both categories, with the exception of the genital pain syndrome, those with MaD had a lower frequency of intercourse than those with MiD (Po0.000) and NoD (Po0.001-Po0.000). Figure 3 shows the distribution of women upon different levels of sexual satisfaction. Dichotomizing these six levels into gross levels about 60%, age independently, had a high level of satisfaction with their sexual life.
Women with manifest dysfunctions (both categories) had significantly (Po0.001) lower level (full 6-graded scale) of sexual well-being than those with MiD. Moreover, those with MiD had significantly lower levels of sexual well-being (Po0.01-Po0.000) than the NoD women. Similar results were found (w 2 , 2 d.f., Po0.01-Po0.000) using the gross level of satisfaction as the dependent variable.
With a very few exceptions, the sociodemographic items, education, occupation, financial situation, social group, being or not being an immigrant or a church-goer and location of domicile, were not significantly related to the trichotomized sexual function items. The exceptions were that firstgeneration immigrants had a significantly (Po0.000) higher prevalence of distressing vaginism. This was also found for those with a relatively low level of education (Po0.01). 
Categorization of women's sexual dysfunctions K Öberg et al
A factor analysis was made to deduct whether the trichotomized A and B items formed a meaningful pattern (Figure 4) . A four-factor pattern emerged, all factors explaining rather similar proportions of the variance (16-23%) with a total explanation of 73% of the variance. Systematically, the A and B categories were pairwise linked, invariably with nearly identical factor loadings. Factor I combined lubricative and pain functions/dysfunctions, and is labelled genital function by us. Factor II contained only vaginism and is accordingly called vaginismus. Factor III incorporates desire and interest, which we have labelled sexual interest/desire, while factor IV solely designates orgasm. To control for the effect of age (in cohorts), and being/not being menopausal, these two variables were entered together with all the A and B category items in a subsequent factor analysis. This did not change the above four-factor pattern, but added a factor (explaining 10% of the variance) combining menstruation and age, thus Categorization of women's sexual dysfunctions K Öberg et al labelled by us as age, and indicating that none of the sexual function parameters are particularly influenced by relatively higher age, a finding that is consistent with the univariate findings mentioned above.
The factor scores were then entered as independent variables in a discriminant analysis to determine to which degree the gross levels of sexual wellbeing (high vs low level of satisfaction with sexual life) could be predicted by their combination. As shown, in Table 3 , 73% were correctly classified, with a reasonably even correct classification of both gross levels. Three of the factors were powerful classifiers. The main predictor was sexual interest/ desire, followed by orgasm and with considerably lower predictive power genital function, while vaginismus did not have an appreciable predictive effect. 

Discussion
A possible weakness of this investigation may be that data collection was performed in 1996, and it might be disputed whether our definitions of sexual dysfunctions are outdated, now 7 years later. We think not. On the other hand and in the light of the present discussions, future epidemiological research may need new sets of definitions, redefining the probably not separable facets: desire and arousal, none the least to avoid excessive medicalization of women's sexual function.
The main interpretation of the findings is that a straightforward report of a prevailing manifest or mild female sexual dysfunction per se can provide valuable epidemiological information-none the least from a biostatistical point of view (including co-morbidities). However, the A category does not reveal emotional problems (for instance, in terms of mild or manifest distress), which the dysfunction per se inflicts upon the women. Hence, and although the two categories are-factor analytically-distinctively coherent, it appears to be a matter of paradigmatics when deciding which category to use. From a clinical point of view, the distress category appears more relevant than the dysfunction per se category. This also implies that, from the interventional point of view, the ICD-10 16 set of definitions should be regarded as too simple.
This study demonstrates that, within the span of years studied, female sexual dysfunctions per se independent of age are common in adult Swedish women, the only exception being that lubricative dysfunction was significantly most common in the oldest cohort. Both Laumann et al 17 and we 7 have previously demonstrated that about 45% of women in this age interval have at least one manifest sexual dysfunction. We have, however, not been able to locate reports that also incorporate mild female sexual dysfunctions. In fact, the prevalence of mild dysfunction is so high that it can be contemplated whether mild dysfunction might be regarded as a 'normal' variation and not a clinical condition. This is further underlined by the fact that no more than 1 or 2% of the women reporting mild dysfunction experienced these as manifestly distressing. However, as the occurrence of mild dysfunctions was significantly associated with a low level of sexual well-being, and as low level of sexual well being cannot be considered 'normal', we do not view mild sexual dysfunction as within the normal range.
On the other hand, it is worth noting that about 10-15% of women with an A-category manifest dysfunction of interest, lubrication and orgasm did not feel that the dysfunction leads to personal distress at all. This indicates a need for qualitative research and probably further subclassifications of, or perhaps additions of, principally different female sexual dysfunctions. In other words, today's FSD terminology may well be too poor for soundly evidence-based therapeutical interventions aiming to secure optimal sexual well-being for so very many women.
The findings that age and sociodemographic factors had a marginal impact on sexual dysfunctions is, by and large, in consensus with findings in the USA. 18, 19 However, in contrast to our findings, educational level has, by these authors, 18 ,19 been found to have an impact on women's sexual functions. Furthermore, in the early 1980s, Garde and Lunde 20 found a higher prevalence of sexual problems among 40-y-old Danish women of a lower social stratum than among those of higher social strata-a finding that was neither replicated here nor in British primary care patients. 21 We cannot readily explain why being a firstgeneration immigrant negatively influences the occurrence of vaginism in the Swedish sample. Whether this is culturally determined is unsure. It may, however, be relevant that many first-generation immigrants have come to Sweden as political dissidents, and that the majority of political fugitives coming to Sweden have been sexually abused in their home countries. 22 At least for these women, vaginism may be seen as a somatic avoidance defence. However, the proportion of vaginistic women was small and few had manifest dysfunction in this respect.
That levels of sexual function are closely associated with the frequency of sexual activity emphasizes the importance-at least in epidemiological research-of taking into account the retrospective time span covered by the investigation. Thus, the shorter the period focused, the lower the expected prevalence of sexual dysfunctions.
The fact that the different sexual functions included in this investigation, whether A or B categories, were clearly separated by the factor analysis is in agreement with Leiblum 23 and Basson, 4, 24 who criticized the concept of a linearly progressing desire, through arousal to orgasm relationship. The four-factor pattern also seems to cast at least some doubt upon the clinical value of the aggregated indices of FSD for diagnosis and treatment. In contrast to our findings, Derogatis et al, 25 using a Female Sexual Distress instrument, found a stable unidimensional factor structure with good internal consistency, regardless of whether it included 20 or 12 items.
In this context, it should be emphasized that our investigation used basically quite simple variables, incorporating only two items to characterize the occurrence of sexual desire and interest and that only one item, lubricational function, can be within the area of sexual arousal. However, complaints of low sexual desire or interest may well characterize low sexual arousal, as lubrication correlates poorly with subjective arousal in women with arousal Categorization of women's sexual dysfunctions K Öberg et al complaints. Hence, the reported low levels of desire or interest may well capture a low level of subjective arousal. 26, 27 If so, the current desire/subjective arousal definitions are rather inaccurate replicas of physiological model-thinking than true reflexions of the nonlinear complexity of female sexual functioning.
Doubtlessly, as pointed out by Tiefer, 11 much more refined (ie multifaceted) diagnostics are necessary to clarify the particular needs of most-or all-women with sexual dysfunction(s). The necessity of more elaborate diagnostic instruments, or simply a thorough anamnesis, to clarify the impact of the woman's own and her partner's psychological, sexual, cultural and social adaptation and interaction, appears evident. On the other hand, a clinically sufficient questionnaire highlighting the background of different sexual dysfunctions is probably too elephantine for epidemiological surveys.
An important finding in the factor analysis is the statistical monotonous link between the A and B categories. We have not seen this finding elsewhere in the literature. At least from the epidemiological point of view, it appears that the A and B categories are reasonably interchangeable, provided that due respect is paid to the clearly lower prevalence of distressing dysfunctions than of 'registrable' dysfunctions per se. In our opinion, as clinicians, the B category can be a relevant first step leading to clarify for the medicotherapeutical world, as well as for society at large, the need for and choice of interventions in both primary and secondary preventions, and for further medicosociopsychological development of treatment modalities.
